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DrMurray L. Shames (Tampa, Fla). I would like to thankDr
Newton and his fellow authors on an excellent presentation and for
their timely submission of a well-written manuscript.
This report confirms what others have published in Interna-
tional registries and in Pivotal graft trials that acute surgical con-
version rates during EVAR are very low. The data, however, are
more optimistic with regard to the associated morbidity and mor-
tality associated with acute conversion. Other than an increase in
operative time and an increase in blood transfusion requirements in
the acute conversion group, outcomes between elective open
repair and acute conversions were equivalent.
Based on logistic regression analysis, the authors could not
identify any pre-existing condition or operative detail that pre-
dicted an increase in the risk for conversion. They do mention in
the discussion that based on the shortcomings of the NSQIP
database, that information on anatomic factors, surgeon experi-
ence, device type and reason for conversion were not available for
analysis.
In my experience, vessel rupture during EVAR is extremely
rare, and with advancements in graft technology, hydrophilic
sheaths, and lower profile devices there are not many patients that,
if selected properly, you cannot deliver a graft. In the study, you
excluded all cases that were coded as a ruptured AAA.Do you think
the nature of the NSQIP database may have excluded thoseA primary reason for conversion to open repair is a persistent
ype I endoleak. However, this may be managed in a delayed
ashion with a proximal cuff’ or Palmaz stent. Did you look at the
ncidence of secondary procedures during the initial hospital stay
r within 30 days in the EVAR group?
My final question is how should we use this knowledge in our
ractices; would you advise that we alter our patient selection
riteria for EVAR?
I would like to thank the society for the privilege of discussing
his paper.
Dr William B. Newton III. Dr Shames, thank you for your
uestions. To address your question regarding ruptures in the
SQIP database and their exclusion, we did exclude those and our
eeling was that these coded ruptures represented patients who
resented as ruptured aneurysms, not ruptures that occurred dur-
ng their procedure. However, that is not definitive and depends
pon research nurse coding.
With regard to secondary interventions, unfortunately one of
he main limitations of the NSQIP database is that it doesn’t allow
or tracking of secondary interventions. There are improvements
hat have been proposed to the NSQIP database that hopefully will
llow such tracking of secondary interventions in the future.
With regard to changes in practices resulting from our paper,
e feel that these data suggest that a lower threshold for conver-
ion should be considered during complicated endovascular aneu-
ysm repairs in which difficulties are encountered.
